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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHBMENT 4.19-A
MEDICAIL ASSISTANCE PROGRAM Item {, Page 10e

STATE OF LOUISTANA

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-INPATIENT HOSPITAL CARE

Item I.D.3I.a(3) for public state-operated hospitals
Item 1.D.3.b(4) for small rural hospitals

Item 1.D.3.c(3) for large public non-state hospitals
Item 1.D.3.d(6) for all other hospitals

b. Appropriate action shall be taken to recover any overpayments
resulting from the use of erroneous data, or if it is determined
upon audit that a hospital did not qualify.

c. DSH payments to a hospital determined under any of the
methodologies below shall not exceed the hospital’s net
uncompensated cost as defined in Item 1.D.2.f for the state
fiscal year to which the payment is applicable.

d. Qualification is based on the hospital’s latest filed cost report.
For hospitals with distinct part psychiatric units, qualification is
based on the entire hospital’s utilization. Hospitals must file
cost reports in accordance with Medicare deadlines, including
extensions. Hospitals that fail to timely file Medicare cost
reports shall be assumed to be ineligible for disproportionate
share payments.

Hospitals are notified by letter at least 60 days in advance of
calculation of the DSH payment to submit documentation
required to establish DSH qualification. Required documents
are: 1) obstetrical qualification criteria form; 2) low income
utilization revenue calculation; 3) Medicaid cost report; 4)
uncompensated cost calculation. Only hospitals which have
submitted the qualification documentation by the deadline
stated in the notification letter will be considered for
disproportionate share payments.

After the final payment during the state fiscal year has been
issued, no adjustment will be given on DSH payments for non-
state operated hospitals even if subsequently submitted
documentation demonstrates an increase in uncompensated care
costs for the qualifying hospital.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

MEDICAL ASSISTANCE PROGRAM
STATE OF LOUISIANA

ATTACHMENT 4.19-A
Item 1, Page 10§(2)

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-INPATIENT HOSPITAL CARE

4)

this pool of hospitals. If the cost reporting period is not a full
period (twelve months), actnal uncompensated cost data for the
previous cost reporting period may be used on a pro rata basis
to equate to a full year.

A pro rata decrease necessitated by conditions specified in
LD.2.a. above for hospitals described in this section will be
calculated based on the ratio determined by dividing the
hospitals’ uncompensated costs by the uncompensated costs for
all qualifying hospitals in this section, then multiplying by the
amount of disproportionate share payments calculated in excess
of the federal DSH allotment or the state DSH apportioned
amount. No additional payments shall be made after the final
payment for the state fiscal year is disbursed by the Department.
Recoupments shall be initiated upon completion of an audit if it
is determined that the actual uncompensated care costs for the

state fiscal year for which the payment is applicable is less than
the actual amount paid.
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